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Understanding patient involvement in judging students’ communication skills
in OSCEs
Alice Moult , Robert K. McKinley and Peter Yeates
School of Medicine, Keele University, Keele, UK
ABSTRACT
Introduction: Communication skills are assessed by medically-enculturated examiners using con-
sensus frameworks which were developed with limited patient involvement. Assessments conse-
quently risk rewarding performance which incompletely serves patients’ authentic communication
needs. Whilst regulators require patient involvement in assessment, little is known about how this
can be achieved. We aimed to explore patients’ perceptions of students’ communication skills,
examiner feedback and potential roles for patients in assessment.
Methods: Using constructivist grounded theory we performed cognitive stimulated, semi-struc-
tured interviews with patients who watched videos of student performances in communication-
focused OSCE stations and read corresponding examiner feedback. Data were analysed using
grounded theory methods.
Results: A disconnect occurred between participants’ and examiners’ views of students’ communi-
cation skills. Whilst patients frequently commented on students’ use of medical terminology, exam-
iners omitted to mention this in feedback. Patients’ judgements of students’ performances varied
widely, reflecting different preferences and beliefs. Participants viewed variability as an opportunity
for students to learn from diverse lived experiences. Participants perceived a variety of roles to
enhance assessment authenticity.
Discussion: Integrating patients into communications skills assessments could help to highlight defi-
ciencies in students’ communication which medically-enculturated examiners may miss. Overcoming






Communication skills are the foundation of positive
patient-physician relationships, patient satisfaction and
patient outcomes (Bennett and Lyons 2011; Skirbekk et al.
2011). The patients of physicians who communicate effect-
ively are more likely to acknowledge and understand their
health problems, modify their health behaviours, adhere to
treatments offered and are better able to manage their
health safely and effectively (Berman and Chutka 2016).
The assessment of communication skills is vital for
Medical Education (Choudhary and Gupta 2015).
Assessment drives learning and students study what they
expect to be assessed upon (Wormald et al. 2009). If com-
munication skills are not assessed, students may assume
such skills are unimportant; assessment legitimises the skill
(Ranjan et al. 2015). Generally, the content of assessments
sends out strong signals to students about what faculty
perceives to be important yet there may be discrepancies
between faculty’s and patients’ perceptions of what good
patient-physician communication is (Kenny et al. 2010).
Medical schools use assessment frameworks or rubrics,
such as the Calgary Cambridge guide (Kurtz 1989) or the
Kalamazoo Consensus statement (Makoul 2001) to guide
communication skills teaching and assessment. Both of
these frameworks were developed by expert medical edu-
cators without any direct input from patients (Kurtz and
Silverman 1996; Rider et al. 2006). Consequently, by teach-
ing and assessing using frameworks developed without
patient involvement, there is a risk that communication
Practice points
 Patients want their voices to be heard in the
assessment of communication skills as they
believe their feedback may better prepare student
for practice.
 A gap between examiners’ and patients’ percep-
tions of effective communication is apparent.
 Variability in patients’ judgements may be an
opportunity for students to learn how to meet
the communication needs of a
diverse population.
 Patients wish to be involved in summative or for-
mative OSCEs, or have a coaching role.
 Patient involvement in assessment would be
resource intensive and institutions would need to
carefully select a diverse range of patients to
be involved.
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skills may not meet the communication needs of patients
(Spencer et al. 2000). Whilst patients have been integrated
into curriculum design and delivery, they are rarely
involved in assessment (Jha et al. 2009). Incorporating
patients’ views of effective communication into the teach-
ing and assessment of communication skills may better
prepare students for practice as, ultimately, it is patients
with whom students must effectively communicate (Towle
et al. 2010). To the best of our knowledge, there has been
no in-depth exploration of patients’ views of medical stu-
dent-to-patient communication within a formal assess-
ment context.
By contrast, there has been considerable research into the
assessment of communication skills by simulated or standar-
dised patients (SPs). They have contributed extensively to
assessment and feedback on students’ performance in
Objective Structured Clinical Examinations (OSCEs; Wallace
et al. 2002). OSCEs are an assessment format orientated
towards standardisation (Khan et al. 2013). Students move
through a series of stations where their competencies are
assessed within a simulated environment against defined cri-
teria. Research has shown that SP’s judgements can be valid
and reliable within OSCEs (Gormley et al. 2012). SPs, how-
ever, do not usually present their own health issues (Cleland
et al. 2009; Peters 2019). SPs are typically trained by faculty
members which is likely to engender a degree of encultur-
ation into a medical perspective (Gordon et al. 2012), and,
where SPs provide judgements, they are often prevented
from providing their authentic opinion by using checklists
developed through a medically enculturated lens.
Consequently, whilst Bleakley (2020) suggested that students
are better prepared for practice by feedback from patients
who are not immersed within the educational environment,
much of SPs current role is focused on achieving standardisa-
tion and may therefore miss this opportunity.
Such assessment of communication skills through a
medically enculturated lens is problematic if there is a dif-
ference between that and the patients’ perspectives
(Butalid et al. 2012). Medical schools may be graduating
students using assessments which examine communication
skills from a medically enculturated perspective, rather
than actual patients’ perspective. Given the importance of
physicians’ communications skills, it is important to identify
the patients’ perspectives on them and to integrate them
with current medical education practice.
Although this argument echoes regulatory boards’
requirements that institutions develop coordinated and
sustained programmes of patient involvement across the
spectrum of medical education and training (Australian
Health Practitioner Regulation Agency 2020; General
Medical Council 2020), both are predicated on the assump-
tion that patients want to be involved in the education of
physicians. Neither the literature nor the regulatory bodies
provide guidance as to how this can be done. Research is
needed as to how an authentic patient voice can inform
contemporary assessment within medical education.
Therefore, to address gaps in our current understanding,
we decided to study the following questions:
 What are patients’ perspectives of medical students’
communication skills and how do they perceive exam-
iners’ feedback on students’ performances?
 Do patients believe that they should be involved in the
assessment of students’ communication skills and, if so,
how do patients believe they could be integrated within
such assessment?
Methods
This study is epistemologically underpinned by social con-
structionism (Burr 2015). Framed by the research questions
the methods needed to be exploratory, therefore, we used
principles of constructivist grounded theory to inform data
collection and analysis (Charmaz and Belgrave 2012). This
methodology is suited to explore complex phenomena
unexplained by pre-existing theory. We sought to gain an
in-depth understanding of patients’ perceptions of commu-
nication skills, and to explore patients’ views of being inte-
grated into the assessment of communication skills, with
the overarching aim of constructing a theory which
depicts this.
Population sampled
We used a theoretical approach to sampling (Watling and
Lingard 2012). The initial inclusion criteria were:
 Individuals who were eighteen years or older.
 Individuals who were currently using, or had used
healthcare services in the previous twelve months.
 People who have the capacity to provide
informed consent.
 Individuals who speak English.
We initially recruited individuals who met the inclusion
criteria and then theoretically sampled to collect data
which elaborated and refined categories within the emerg-
ing theory. Guided by the emergent data our theoretical
sampling focused on including participants who are differ-
ent ages and genders.
Recruitment
We recruited from community groups within North
Staffordshire and via Keele Medical School’s existing net-
works within the community. AM gained consent to join
group meetings via the groups’ gatekeepers. AM gave
attendees information leaflets and invited attendees to
give them to peers who had not attended. People who
were interested in participating approached AM via the
contact details provided on the information sheet. AM then
checked they had read the information sheet, checked the
inclusion criteria and arranged an appointment for an inter-
view at a time and place which was convenient for the
participant.
Data collection methods
Data was collected using cognitive stimulated interviews
(Beatty and Willis 2007). These are used to study how par-
ticipants understand and respond to materials (e.g. ques-
tionnaires, images or videos) presented by researchers. All
cognitive stimulated interviews were conducted by AM
from August to December 2019. Interviews lasted on
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average 63minutes (ranging between 42 and 83minutes).
An initial topic guide was developed based on previous lit-
erature (See Supplementary Appendix 1). The topic guide
was updated iteratively between successive interviews.
Participants were shown three videos which depicted dif-
fering levels of student performances in three different
communication focused OSCE stations, for which we
already had examiner scores and feedback. The examiner
feedback was generated within previous research (Yeates
et al. in press) and was used as a stimulus within the inter-
view. The OSCE stations included: taking a history of a
patient presenting with a fever, taking a paediatric history
from a child’s mother and taking a history from an older
patient who had fallen. Three different OSCE stations were
shown to participants to illustrate different clinical situa-
tions, each station required students to communicate with
an SP. Students and SPs who featured in the videos, and
examiners who have provided feedback, had consented for
their performances and data to be used in future research.
Videos were chosen which represented a ‘good’ perform-
ance (four marks over the pass mark on a 27 point scale),
‘borderline’ (on the pass mark) and ‘poor’ (failed the sta-
tion) performance. Participants were asked to describe their
thoughts on the students’ communication skills and pro-
vide feedback for each performance. Feedback statements
from examiners who have watched the same video, as part
of previous research, were then shown to participants and
their views on this were also explored. After 15 interviews,
the research team had reached an adequate understanding
of the key concepts and determined that theoretical satur-
ation (Saunders et al. 2018) had been reached (e.g. no new
data was being elicited which informed theory develop-
ment). All interviews were audio-recorded, transcribed ver-
batim and reviewed for accuracy. All identifying
information was removed from the transcripts.
Data analysis
The analysis had three phases. Applying principles of con-
structivist grounded theory (Charmaz and Belgrave 2012),
in the first phase AM inductively open-coded the data and
used constant comparative analysis of initial interviews to
create focused codes. In the second phase, we met in pairs
(AM with each co-author) to combine key concepts and to
identify major themes (axial coding). In the final phase of
selective coding, we examined the relationships between
major themes and constructed our theory which explains
patient involvement in the assessment of communication
skills. We used NVIVO 11 to facilitate data management,
interpretation, coding, and memo-ing. When writing this
paper we sensitively edited some extracts of the data to
ensure anonymity and readability. We took care to ensure
the meaning of the data was not altered during
this process.
Reflexivity
Within constructivist grounded theory, results are seen as
interpretations constructed through interactions between
the researcher and participants within the interviews, and
the shared experience of the research team who engaged
in data analysis (Mruck and Mey 2007). Therefore, it is
important that the researchers acknowledge their own
experiential and theoretical backgrounds. AM has a back-
ground in Psychology and experience in qualitative meth-
ods and patient involvement research which is what
motivated her to conduct this study. PY and RM are both
clinicians with significant experience in medical education
research. Due to potential power-dynamics, AM conducted
all interviews as participants may have responded differ-
ently when being asked by clinicians about how medical
students should communicate. When analysing the data,
PY and RM added a clinical perspective based on their
experiences; this enabled triangulation of the data between
clinicians and a non-clinician.
Ethical approval
Approval was obtained from Keele Medical School’s ethical
review panel (MH-190062). Written consent was obtained
for all participants. The students who appeared in the vid-
eos were approached with details about the research, told
the potential audience of the videos and each pro-
vided consent.
Results
We interviewed fifteen participants (aged between 27 and
81 years old; 5 males, 10 females). See Table 1 for an over-
view of participant characteristics.
From the data generated within the interviews, we have
developed a theory which characterises the intricacies of
patients assessing communication skills. In the following
section we will present key themes within our theory; these
will be supported by anonymous quotations.
A perceived disconnection
When discussing the importance of communication skills,
most participants had the perception that current clinicians
had deficiencies in such skills, as described by
Participant Seven:
[Universities] are churning out really clever doctors but they
can’t… they have… their bedside manner is not as good as
their medical knowledge and to get that clinical information it
comes down to communication skills.
Participants reported that an important feature of
patient interaction was the use of the appropriate termin-
ology. When commenting upon students’ performances,
Table 1. Participant demographics.
Participant number Age Gender Ethnicity
1 48 Male White British
2 27 Female White British
3 69 Female White British
4 26 Male White British
5 51 Female White South African
6 51 Male White British
7 81 Female White British
8 65 Female White British
9 65 Male White British
10 71 Female White British
11 67 Female White British
12 65 Female White, Polish
13 51 Female White, British
14 61 Male White British
15 50 Female White British
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most participants described that they did not know the
meaning of a number of terms that the students were
using (e.g. a ‘productive’ cough’). Examiners did not com-
ment upon the students using medical terminology in the
feedback they provided. This may have suggested that
examiners did not, on this occasion, recognise when med-
ical terminology is being used by the student, participants
believed that encouraging students to use terminology
which patients understand could reduce miscommunica-
tion of information in future clinical situations.
Other instances of divergences within the feedback pro-
vided by examiners and patients were evident. For
example, one examiner reported that a particular student
had ‘good’ communication skills whereas Participant Four
disregarded this and stated that the examiner was ‘simply
wrong.’ The difference in judgements could be because
examiners are viewing the students’ communication skills
through a ‘medical lens,’ whereas participants are influ-
enced by their lived experiences of being a patient. Whilst
participants acknowledged that it was the examiner’s role
to judge medical knowledge, they suggested that, due to
their perceptions of the importance of patient involvement,
that patients should provide judgements and feedback on
communication skills.
Participants believed that they would offer realistic
judgements or feedback due to their lived experiences of
being a recipient of care. Participants perceived that exam-
iners would judge students’ communication through a
‘medical lens’ due to their training and professional back-
ground. There was an apparent disconnect between the
examiners’ ‘medical lens’ and what participants believed to
be authentic patient interaction; Participant Seven
describes this in the following way:
Yeah it just… [Patient involvement] gives the students some
you know grasp of reality as well because the patients’
perspectives, you know, they aren’t medically trained like
examiners we’re not looking through medical eyes it gives…
it’s a bit more real, like it’s a bit more you know, they’re
actually interacting with members of the public. So we’re not
looking at what blood tests he’s offered, we’re looking at ‘Am I
going to get something out of this that will make me feel
better?’ and I think erm not that the medics ignore the
patient’s side, but you’re just looking through very different
eyes at it.
Due to their non-clinical perspectives, patients perceived
that their judgements and feedback better prepared stu-
dents for the communication aspects of clinical practice
where they will be interacting with a range of people who
are not medically trained.
Variability in patients’ judgements and values
Whilst participants described the potential benefits of
patient involvement in the assessment of communication
skills, they each had differing views on what constitutes
appropriate communication. For example, one student
repeated the same phrase ‘okay’ a number of times
throughout their performance and whilst Participant One
described the repetitive phraseology as ‘annoying,’
Participant Eleven suggested:
I think the ‘okays’ came across as positive reinforcement,
um, and kept the patient going. She elicited a lot, without
talking too much herself, yeah, and that, that is actually
quite skilful.
Other instances of divergences in opinion between par-
ticipants included some participants believing that a par-
ticular student had clearly structured the order of their
questions whilst Participant Nine described the student’s
organisation of questions as ‘scattered.’ Three participants
thought a student’s speed of questioning was slow despite
other participants suggesting that the questions were
asked at an appropriate speed. Four participants also
thought that the students should be writing information
on pieces of paper as memory aids whilst others believed
this would be inappropriate and would negatively affect
the students’ eye-contact with patients. Eye-contact was an
important non-verbal communication for participants, as
was body language, however participants interpreted stu-
dents’ body language in different ways. Despite a number
of participants thinking that a particular student’s body lan-
guage was being open and engaging, Participant Seven
described the same student as ‘sitting awkwardly and look-
ing between his legs.’ It is clear from the data that each par-
ticipant interpreted student behaviours differently.
The variability in judgements could be explained by fac-
tors such as participants own perspectives, values or previ-
ous experiences with healthcare services. Participant Eleven
suggested her positive judgement of a female student’s
communication skills could be because of her own prefer-
ences in gender when receiving care:
I think it’s very hard um, with this kind of thing, to totally
remove the gender dimension from it, uh-huh, so it could be
that part of my reaction to the woman is just in that kind of
situation where I’m out of comfort zone and I’m sitting there in
a hospital gown with, you know, up on a, some sort of a bed
or trolley um, that I personally would feel more comfortable
with a woman anyway, so it’s hard to remove that unconscious
bias dimension, yeah.
Participant Eleven was a female and no male partici-
pants in this sample reported that gender influenced their
judgement of students’ communication skills. Both male
and female participants reflected on previous encounters
with healthcare services which influenced the aspects of
the students’ performances on which they commented. For
example, Participant Three used his General Practitioner
(GP) as a benchmark for his perceptions of ‘good’ commu-
nication skills as he perceived the GP as friendly, engaging
and having the ability to build up a good rapport with
him. Participant Three then looked for these characteristics
in the students’ performances and commented on these
aspects if he thought they were performed well, poorly or
highlighted if they were missing.
The students’ appearances also influenced participants’
judgements. Younger participants suggested that body art
(e.g. tattoos) would not influence their judgement of stu-
dents communication skills, yet older participants sug-
gested that it was inappropriate for future clinicians to
have body art and that this would cause participants to
lose a sense of trust in these students. Most participants
judged students’ communication as ‘good’ if the student
had managed to instil a sense that the participants could
trust them. Participants reported that if the students were
confident, seemed to have control over the situation, re-
capped information, actively listened and responded
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appropriately then they would trust that student, yet some-
times these behaviours were unreliable proxies. For
instance, when commenting upon the student’s perform-
ance which received a ‘fail’ from OSCE examiners, some
participants suggested that because the student appeared
confident they developed a sense of trust in them.
Participants themselves acknowledged that patient’s
judgements of communication skills could vary, however,
participants also reflected on judgement variability which
occurs between trained examiners. When discussing vari-
ability in patients’ judgements, Participant Nine stated:
I have to put the other point of view to you then, er, how …
it’s … you are only in the same situation as you are with your
examiners because your examiners will have their own internal
bias and that maybe against tattoos or something. They might,
it’s no different to the other examiners. Er, I mean it’s not
different to the to the professional examiners, they may equally
well have the same or different biases.
Participants believed that patients’ variability in judge-
ments and values should not prevent them from assessing
communication skills and that when students are in clinical
practise they will be expected to interact with a range of
patients who hold different values. Participants went on to
suggest ways in which patients could be integrated into
the assessment of communication skills.
Integration within assessment
Patient involvement in the assessment of communication
skills was deemed important as participants described that
Medical Schools have an institutional responsibility to try
and teach students authentic communication skills as,
ultimately, it is the public for whom students will care.
There was a sense that patient involvement would be a
way to ensure medical schools are socially accountable for
meeting the communication needs of the public.
Most participants believed that patients could be inte-
grated within summative OSCE examinations by being in
the room when the examination takes place. This would
give the patient and examiner the same experiential
involvement, yet the former would score and provide feed-
back on the students’ communication skills, whilst the later
would concentrate on medical knowledge and ask the
questions at the end of the station. However, one partici-
pant suggested that the presence of two individuals exam-
ining students may be distracting and disadvantage
students who are particularly anxious in exam situations.
Taking this into account, four participants suggested that
patients could be involved in formative OSCEs as this may
remove some of the students’ stress whilst still being a
chance for patients to provide feedback on students’ com-
munication skills.
Participants suggested that patients could also coach
students. If students’ OSCE examinations were filmed, par-
ticipants suggested that a patient could review a students’
performance with them. Participant Nine described that:
[Patients] could guide the student, which then helps them to
reflect on their own practice. So, maybe something that
actually takes it away from the OSCE situation, and is a, a
separate round of things, without that err, pass/fail assessment
grading. And they just look at the performances together and
things and start from absolute basics … how they sit, you
know, in this semi-formal situation, you know, what they are
doing with their hands or whether they appear to be
distracted, how relaxed or otherwise they appear, how they
start the interview with the patient. There, there could be a lot
to talk about.
By coaching students, patients could provide individual-
ised feedback on observed communication. The patient
could then question, challenge and encourage the student,
and, hopefully, this would prepare students for how
patients may expect them to interact in clinical situations.
Patient selection and training
To mitigate against the impact of differing patient values
and experiences of care, some participants suggested that
there must be careful selection of patients, as illustrated by
Participant Five:
You’ve gotta get somebody who, you don’t want somebody
who is a wannabe thespian getting hold of [the students] and
being overly dramatic. You can’t force some things, but you
can give them a bit of a, a bit of err, helping hand with a few
tips and hints, and pull up a few bad habits before they set in
and can’t shift ‘em.’
It was important to participants that patients have a
clear understanding of their role and why institutions are
involving them in the assessment of communication skills.
They perceived that patients involved in assessment would
require information about their role which is communi-
cated in ways that they can access and understand. A lack
of clarification regarding role expectations could lead to
disengaged patients. To ensure patients have a clear
understanding of their role, participants suggested that
preparative training would be essential. Within this pre-
parative training faculty members should communicate
information about assessment, the patients’ role, time com-
mitments and potential burden of involvement.
Participants also suggested that within the preparative
training patients should be reminded of why equality and
diversity is important as this would, hopefully, prevent any
negative judgements of students based on their back-
grounds. Inclusivity and diversity of patients in assessment
were described by a number of participants, as illustrated
by Participant Eight:
The danger of course in recruiting and training and then
putting [patients] in is that whether you’re actually getting a
cross-section of the population. Erm you know, you’re not
probably going to get the vulnerable elderly who will have a
very different view from you know, the fit 25-year-old. Erm it’s
whether you’re going to get a broad enough cross-section to
represent the population, I’m not sure.
Participants suggested that institutions which are seek-
ing to integrate patients in the assessment of communica-
tion skills should try to involve patients who are diverse in
terms of social-demographics (e.g. age, gender, ethnicity
and social class). Patients of different backgrounds would
be able to draw on their own cultural contexts when inter-
preting students’ communication skills and their feedback
may prepare students to meet the needs of a
diverse population.
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Discussion
Grounded in the data, we developed a theory which
describes the potential for patient involvement in the
assessment of communication skills. Preparing students for
practice is the core component of the model. Patients per-
ceived a disconnect between their views of appropriate
communication and examiners’ perceptions. Participants
believed that they should be involved in communication
assessment as they would offer authentic judgements and
feedback which, in their opinion, would better prepare stu-
dents for practice. When participants went on to provide
feedback on students’ performances, there was variability
between participants due to their own values and experi-
ences of care. The apparent variability was not seen as det-
rimental to the judgement process, instead participants
suggested that students will need to interact within a
diverse population; variability in feedback may show stu-
dents that different people have different communication
needs and this may better prepare them for practice.
Similarly, selecting an inclusive and diverse patient popula-
tion to involve in assessments may also give students the
opportunity to receive feedback from patients who repre-
sent the diverse society in which they will work.
Preparative training opportunities may inform patients that
their role is to provide constructive feedback to students
which could serve as a vehicle for improved communica-
tion skills within future clinical situations.
Theoretical implications
The divergence in judgements between patients and exam-
iners leads to the bigger question of whose role it is to
assess students’ communication skills: the patients who
clinicians serve, or the clinicians who are responsible for
ensuring students’ progress through the course? Whilst
power in education is complex (Felton and Stickley 2004),
part of its operation can include the ability to determine
the behaviours of others or to decide the outcome of a
situation (Apple 2013). Whilst faculty members are cur-
rently the power-holders in regards to assessing students’
communication skills, patients may challenge this by per-
ceiving that they themselves should be involved. Yet, giv-
ing power to one group may also reduce the power of
another, and involving patients in the assessment of com-
munication skills may result in faculty members feeling
devalued. Despite this, Parsons (1985) recognised that
power could also have a collective benefit if two groups
collaboratively shared power. Patients viewed their role
was to provide guidance on students’ communication skills
whilst faculty members focused (at least in part) on med-
ical knowledge. Whilst such power-sharing must acknow-
ledge and accept the diversity of knowledge and
experiences of both examiners and patients, it could
reduce the (detrimentally high) cognitive load which exam-
iners experience (Tavares and Eva 2014; Byrne and Tanesini
2015) whilst aligning assessment scores and feedback with
patients’ communication needs.
Examiners appeared to under-recognise occasions when
students’ use of medical terminology made it difficult for
patients to comprehend their questions or explanations.
According to the Johari Window model (Luft and Ingham
1961), which helps individuals to understand their relation-
ship with themselves and others, the use of medical jargon
may be in the examiner’s ‘blind spot.’ Actions and behav-
iours in an individual’s ‘blind spot’ are known to others (in
this instance patients), but not the person themselves.
Examiners may not realise when medical jargon is being
used and may believe that students are communicating
effectively when they are not. The inclusion of patients in
the assessment of communication skills could potentially
highlight to students what is in the examiner’s ‘blind spot’
and provide feedback which enables students to develop
accordingly. Whilst scripting of the patient in the case our
study used made medical jargon inappropriate, consider-
ation will be needed in practice as to whether medical jar-
gon is always inappropriate, as some well-informed
patients may prefer its use. Equally some patients who
understand jargon may have similar blind spots to exam-
iners. Consequently, further consideration is needed of the
interaction between patients’ own perspectives and the
likely needs of the patient in the assessed scenario which
may be resolved by involving patients in scenario writing.
We observed notable judgemental variability between
different patients for the same student performances. As
participant nine observed, trained examiners are also
known to adopt very different perspectives of the same
performance (Gingerich et al. 2017; Gingerich 2020).
Whether this variability is of concern will depend on the
focus and stakes of the assessment context. Within a social
constructivist view of assessment (Govaerts and van der
Vleuten 2013; Hodges 2013) this variability offers a variety
of authentic unique learning opportunities which students
should triangulate as they develop. Most institutions use
standardised testing (such as OSCEs) for high-stakes deci-
sions in order to ensure fairness, consistency and a stand-
ard blueprint of assessments. In these assessments it would
be important to determine methods of managing variabil-
ity in patients’ judgements in order to ensure fairness. One
approach would be to simply limit use of patients’ scores
and feedback to low stakes settings or to provide them
alongside summative scores as additional formative infor-
mation. Whilst pragmatically feasible, this risks devaluing
patients’ contribution and paradoxically signalling to stu-
dents that they are unimportant. Lockyer (2003) found that
approximately 2–3 times the number of patient ratings as
physician ratings were required to achieve the same
degree of reliability when ratings physician performance.
Consequently further work is needed to understand the
degree of sampling required in order to integrate patient
voices into high stakes assessments.
Implications for practice
Although it is uncommon for institutions to permit the
public to make summative assessment judgements, with
governing bodies (Australian Health Practitioner Regulation
Agency 2020; The General Medical Council 2020) encourag-
ing patient involvement within all areas of medical educa-
tion it may be time to consider ways that this can
be achieved.
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Several practical considerations may emanate from
including patients within the specifics of assessment con-
duct. Integrating patients could be resource intensive for
institutions. Faculty members may need to engage with
the local community to recruit diverse patients to avoid
discriminatory involvement (Pandya-Wood et al. 2017)
which would not assess students’ communication across a
representative patient population. There could also be
financial burdens for patients which may deter them
from being involved. To include patients from lower socio--
demographic areas, institutions could offer financial incen-
tives (Staley et al. 2014).
Training may be needed before patients are involved in
assessments yet may paradoxically risk enculturation
(Gordon et al. 2012). We suggest that training should
empower patients to provide their authentic opinions on
students’ communication skills within a responsible frame-
work of public involvement. Horgan et al. (2020) developed
a training package to underpin patient involvement in
mental-health nursing education. Accordingly, training for
patients should include an induction and orientation, men-
torship, role clarity and equitable payment, equality and
diversity awareness and clear guidance on acceptable
forms of language within feedback.
Institutions should consider the value of patient feed-
back at different points in the curriculum. Given the vari-
ability of patient feedback, whilst thought provoking, it
may be challenging for early learners to process.
Conversely, providing more advanced learners with varied
messages may stimulate reflection on their ability to adapt
within a given context. Another issue is how institutions
capture patients’ judgements. Involving patients in co-con-
struction of rating formats could provide a flexible set of
criteria that captures authentic judgements whilst still pro-
viding sufficient commonality to use within standardised
assessments.
The stations used within the OSCE could also be co-pro-
duced with patients to enable them to have an under-
standing of the context within which the student is
communicating. Whilst patients suggested they only
wanted to judge communication skills and not biomedical
knowledge, the two are intrinsically entangled.
Understanding and developing the case content may help
patients to judge communication skills appropriately. One
way to involve patients in developing assessment practices
is by creating a patient advisory group, similar to those
used in nursing education (Scammell et al. 2016). Whilst
this may successfully involve patients in assessments, it
may be necessary to rotate or replace involved patients
before they become enculturated into medical educa-
tors’ worldview.
Limitations
Whilst smaller sample sizes permit an in-depth exploration
of phenomena, this does mean that our findings cannot be
extrapolated to the wider population. Our sample predom-
inantly comprised participants who were older, White and
British. Whilst this is a limitation, older patients comprise a
large proportion of people seeking medical attention (NHS
England 2015). Individuals from different demographic
backgrounds may have offered different perspectives which
should be explored in future research. The videoed OSCE
performances only represented a limited number of stu-
dents and tasks. Whilst three separate tasks were depicted
in our videos, different findings might have occurred for a
wider sample of students or clinical tasks. Using video
(rather than live performances) as stimulus material might
have altered patients’ perceptions. Recent research has
shown equivalence in the scores (Yeates et al. 2019) and
judgemental processes (Yeates et al. 2020) of live and
video performances filmed by similar methods.
Future research
Whilst our research has identified ways in which patients
wish to be integrated into the assessment of communica-
tion skills, future research is needed which investigates the
effects of these approaches and how they could, or should,
be put into practice. As we only sampled patients, future
studies should specifically explore faculty members’ and
students’ perceptions of patients being integrated into
summative or formative OSCEs and explore their opinions
on patients being coaches to students. Future research
should also seek to investigate if patients from various
demographic backgrounds have different views on stu-
dents’ communication skills and their role within communi-
cation-based assessment.
Conclusion
Despite patient involvement in Medical Education being a
priority for policy-makers, institutions need to be aware of
the challenges of involving patients in assessment. Patients
want their voices to be heard within the assessment of
communication skills as an opportunity for students to
learn how to meet the communication needs of a diverse
population. Institutions should work together with patients
to value all forms of expertise and build a productive net-
work of engagement.
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Glossary
Patient involvement: The involvement of people who are
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involvement in the education of health professionals. Medical
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Constructivist grounded theory (CGT): A qualitative research
methodology that seeks to understand a phenomena where no
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